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Current Trends 


Deaths from Oral Cavity and Pharyngeal Cancer — 
United States, 1987 


In 1987, more than 9700 deaths in the United States were caused by cancers of the 
oral cavity and pharynx.* Many of these deaths could have been prevented by 
reduction of personal risk behaviors (e.g., tobacco use and heavy alcohol consump- 
tion). This report summarizes epidemiologic data on deaths caused by oral and 
pharyngeal cancer in the United States in 1987. 

Deaths from cancers of the oral cavity and pharynx were identified from total 
mentions in the multiple cause-of-death file’ compiled by CDC’s National Center for 
Health Statistics (NCHS). Denominators for 1987 rate calculations were determined 
from intercensal population estimates (2). Death rates were standardized to the 1970 
age distribution of the U.S. population and were analyzed by age, race, sex, and state 
of residence. 

In 1987, the national death rate for cancer of the oral cavity and pharynx was 3.6 
per 100,000 persons. The death rate for males (5.6 per 100,000) was 2.8 times higher 
than that for females (2.0 per 100,000). The death rate for blacks (5.7 per 100,000) was 
1.7 times the death rate for whites (3.4 per 100,000); the death rate for other races was 
2.4 per 100,000. 

Patterns of oral cavity and pharyngeal cancer mortality differed by age between 
blacks and whites (Figure 1). For whites, oral and pharyngeal cancer death rates 
steadily increased with age, peaking at ages >75 years with 35.9 deaths per 100,000 
males and 16.1 deaths per 100,000 females. In comparison, the death rates for blacks 
peaked at ages 55—64 years (35.4 per 100,000 males and 9.6 per 100,000 females), then 
remained at that level through ages =75 years. 

Oral and pharyngeal cancer death rates varied by area: they were highest in the 
District of Columbia (6.3 per 100,000) and lowest in South Dakota and Utah (1.4 per 
100.000) (Table 1). Total deaths from oral and pharyngeal cancer for 1987 ranged from 
10 deaths in Wyoming to 1053 deaths in California. 


Reported by: Soft Tissue, Cranio-Facial Defects, and Pain Section, Epidemiology and Oral 
Disease Prevention Program, National Institute of Dental Research, National Institutes of Health. 


* International Classification of Diseases, Ninth Revision, Clinical Modification, rubrics 141-149. 
"A public-use tape file that contains a data record for all deaths processed by NCHS. Each data 
record includes multiple cause, underlying cause, and demographic data for a death (7). 
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Dental Disease Prevention Activity, Center for Prevention Svcs; Cancer Prevention and Control 
Br, Aging and Statistics Br, Div of Chronic Disease Control and Community Intervention, Center 
for Chronic Disease Prevention and Health Promotion, CDC 


Editorial Note: The survival rate for persons with cancer of the oral cavity and 
pharynx is among the lowest of the major cancers, with a 5-year relative survival rate 
of 52% (3). In contrast to some other cancers (e.g., breast, colorectal, and prostate 
cancers), the overall survival rate from oral and pharyngeal cancer has not improved 
during the past 16 years, and survival rates for blacks have decreased (4) 

Factors contributing to the risk of developing oral cavity and pharyngeal cancer 
include increasing age, tobacco use (smoked and smokeless), and alcohol consump- 
tion (5). The combined risks from tobacco and alcohol use appear to be substantially 
greater than those from tobacco or alcohol alone (6). A substantial reduction in either 
risk factor could dramatically reduce oral and pharyngeal cancer rates. Oral cavity and 
pharyngeal cancer deaths ranked 16th among all cancer deaths in the United States 
in 1987; the increased use of tobacco among women, adolescents, and children is 
likely to elevate death rates for these cancers in the next several decades (7). 

As with most cancers, early detection and prompt treatment are critical to improve 
survival. With early detection and timely treatment, public health professionals, 
clinicians, and other health-care providers could reduce substantially the mortality 
from oral cavity and pharyngeal cancer. Historically, dental health professionals have 
been ascribed primary responsibility for performing thorough oral, head, and neck 
examinations on patients. However, surveys in 1986 show that persons at highest risk 
for developing oral and pharyngeal cancer seek physician services four times more 
frequently than dental services (8). Thus, reduction of oral and pharyngeal cancer 
mortality could result from intervention efforts that include greater involvement and 
training of all health professionals in appropriate examination methods, referrals, and 
follow-ups for high-risk patients. These interventions could also assist in achieving 


FIGURE 1. Death rates* from oral cavity and pharyngeal cancer, by sex, race, and age 
group — United States, ‘987 
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TABLE 1. Oral cavity and pharyngeal cancer deaths and age-adjusted death rates*, by 
area, sex, and race — United States, 1987 





Rate 
No. Sex Race 
Area deaths Total Female White Black 
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the year 2000 health objective of reducing deaths caused by cancer of the oral cavity 

and pharynx in men aged 45-74 years from 13.2 per 100,000 in 1987 to <9.4 per 

100,000° and in women aged 45-74 years from 4.7 per 100,000 in 1987 to <4.0 per 

100,000 (9) 
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*Year 2000 goals are for underlying cause of death 


Epidemiologic Notes and Reports 


Psittacosis at a Turkey Processing Plant — North Carolina, 1989 


On October 14 and 15, 1989, a physician in North Carolina treated two poultry 
workers from a turkey processing plant (plant A) in North Carolina for possible 
psittacosis. Following notification on October 16, the Division of Epidemiology, North 
Carolina Department of Environment, Health, and Natural Resources, conducted a 
telephone survey of 12 health-care providers in the locality around plant A and 
identified 32 adults (aged 18-50 years) who had been evaluated for febrile respiratory 
or gastrointestinal illnesses during the first 2 weeks of October. These persons were 
considered as having suspected psittacosis, and all were employees at plant A. This 
report describes the investigation of this outbreak of psittacosis, which was the 
largest documented in North Carolina since 1956. 

Persons with suspected psittacosis were identified by reviews of patient records at 
the plant clinic, area hospitals, area physicians’ offices and clinics, and county health 
departments and by reviews of information from the Virology/Serology Section of the 
North Carolina State Laboratory for Public Health. A suspected case of psittacosis was 
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defined as a febrile, respiratory, or gastrointestinal iliness with onset during October 
in an employee at plant A; a confirmed case was defined as a suspected case having 
at least one of the following laboratory findings: 1) isolation of Chlamydia psittaci 
from a patient specimen, 2) a fourfold rise in complement-fixation (CF) antibody to 
Chlamydia group antigen, or 3) a single Chlamydia CF titer of =32. Acute-phase 
serum specimens were obtained within 14 days of illness onset; convalescent-phase 
serum specimens were obtained within 60 days of illness onset. 

Sixty suspected cases of psittacosis were identified among workers at plant A. Of 
these, 40 (67%) met the definition for a confirmed case (Figure 1). Thirty-nine cases 
were confirmed by serology alone; one also was confirmed by isolation of Chlamy- 
dia from a bronchial washing specimen. Records were available for 38 patients; 
among these patients, the most frequently recorded symptoms were fever (89%) and 
cough (71%). Other reported symptoms included aches (42%), chest pain (39%), 
headache (37%), nausea (37%), vomiting (34%), diarrhea (34%), and abdominal pain 
(18%). Twenty-four (60%) of the 40 persons meeting the case definition were 
hospitalized. 

For the 32 patients with confirmed psittacosis whose temperatures were record- 
ed, the mean maximum body temperature was 39.4 C (103 F) (range: 36.6-41.1 C 
[98-106 F]; median: 39.4 C [103 F]). The mean maximum white blood cell (WBC) count 
for the 22 patients whose WBC counts were recorded was 10,600 per mm? (range: 
7100—20,900 per mm®; median: 10,100 per mm*). Abnormal chest radiograph results 
were reported for at least 29 patients, and abnormal liver function tests, for at least 
seven. 

Thirty-eight (95%) of those meeting the case definition worked on the day shift at 
plant A. Day-shift employees working in the “chilling,” ‘“‘cut-up/debone,” and “other” 
areas of the plant had direct contact only with cleaned and processed turkeys and 


(Continued on page 467) 


FIGURE 1. Confirmed psittacosis cases in plant A employees, by date of onset — 
North Carolina, October 1989 
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FIGURE |. Notifiable disease reports, comparison of 4-week totals ending July 7, 
1990, with historical data — United States 
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TABLE Il. Cases of specified notifiable diseases, United States, weeks ending 
July 7, 1990, and July 8, 1989 (27th Week) 
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TABLE Il. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
July 7, 1990, and July 8, 1989 (27th Week) 
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TABLE Il. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
July 7, 1990, and July 8, 1989 (27th Week) 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
July 7, 1990 (27th Week) 


All Causes, By Age (Years) pair All Causes, By Age (Years) 
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appeared to be at lowest risk for meeting the case definition (Table 1). In contrast, 
workers exposed to turkey viscera in the “offal/truckwash,” “U.S. Department of 
Agriculture (USDA) inspection,” and “evisceration’” areas were at highest risk. 
Workers exposed to live birds and their feces in the “live hang” area (where live 
turkeys are uncrated and hunc »n the processing line) were at intermediate risk 
(Table 1). 

A plant veterinarian reported that a portion of a flock of tom turkeys processed at 
plant A during the day shift on September 29 had a carcass condemnation rate of 25% 
attributed to air sacculitis*; the usual rate of carcass condemnation at plant A is 
1%-3%. None of the condemned carcasses or specimens from that flock were 
retained for necropsy, culture, or further examination. Assuming that exposure 
occurred on September 29, the mean incubation period for the 40 cases was 15 days 
(range: 3-31 days; median: 14 days) (Figure 1). 

The total compensation disability insurance payments to 34 psittacosis patients 
was nearly $13,000, and the total medical costs paid for 35 patients was >$124,000, 
according to information from plant A’s workers’ compensation insurer. 

Reported by: JA Rhyne, MD, Wilmington; L Hunter, DVM, C Staes, MPH, RA Meriwether, MD, 
JN MacCormack, MD, State Epidemiologist, North Carolina Dept of Environment, Health, and 
Natural Resources. Div of Field Svcs, Epidemiology Program Office, CDC. 

Editorial Note: Psittacosis (‘parrot fever’) is caused by the obligate intracellular 
bacterium C. psittaci, which can infect a variety of mammalian, avian, and reptilian 
species (7). Inhalation of infectious aerosols derived from feces, fecal dust, and 
secretions of C. psittaci-infected animals is believed to be the primary route of 
infection for most psittacosis patients; percutaneous exposure may be an alternate, 
but less important, route (7-3). Most cases of psittacosis are attributed to exposure 
to infected birds. The source birds can be asymptomatically infected (i.e., carriers) or 
can show signs of infection, such as anorexia, ruffled feathers, depression, and 
watery, green droppings. 


*An avian disorder similar to pleurisy in mammals that is a common but nonspecific manifes- 
tation of psittacosis in turkeys. 


TABLE 1. Confirmed cases of psittacosis among day-shift employees at plant A, by 
work area — North Carolina, October 1989 





No. No. Relative 
Work area employees cases (%) risk* 95% Cli’ 


Offal/truckwash 3 1 (33) 48.3 6.8-342.4 
U.S. Department of 

Agriculture inspection 2 = =(33) 48.3 9.8—238.8 
Evisceration 30 8=(22) 31.5 9.8—101.7 
Live hang 26 2 (8) 11.2 2.0-63.9 
Chilling 67 1 (1) 1.0 
Cut-up/debone 187 2 ( 1) 1.0 
Other 181 0 1.0 





Total 608 38 = (: 6) 


*The “chilling,” “cut-up/debone,” and “other” turkey handling departments were the reference 
group for comparison. 
"Confidence interval. 
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Psittacosis is a rarely reported mild illness with no specific signs and symptoms, 
most often occurring as a sporadic illness in persons having contact with infected 
cage birds. Occasionally, clusters of cases occur among workers at poultry processing 
plants or in other settings (7,2). The diagnosis can be established with certainty only 
by paired serologic testing or identification of the organism by culture. In North 
Carolina, the nation’s largest turkey-producing state (>50 million turkeys produced 
each year), fewer than 10 cases of psittacosis per year have been reported in the past 
10 years; most cases were related to pet bird exposure 

The clinical and epidemiologic findings of the North Carolina study are comparable 
to those in other reported outbreaks (17,3). This report demonstrates that poultry 
workers having contact with turkey viscera and feces or with live birds are at greatest 
risk for psittacosis. However, it also supports a recent report from Minnesota (3) in 
which defeathered, eviscerated, and chilled turkey carcasses may transmit psittaco- 
sis. In addition, in both of these outbreaks, the incubation period for psittacosis was 
longer than the 4—14 days commonly cited (7,2) 

The principal strategies for the elimination of psittacosis outbreaks among poultry 
workers are reducing C. psittaci infection in the flocks and protecting workers from 
exposure to the organism, even if they work with infected birds. Raising turkey flocks 
in controlled, indoor environments would minimize the contact between domesti- 
cated fowl and C. psittaci-infected wild birds and animals, thereby reducing the risk 
for infection in the flocks. Testing of flocks for C. psittaci infection is difficult, time 
consuming, and nonspecific because the majority of strains isolated have no potential 


for causing human illness. Testing ill birds in flocks for C. psittaci infection and 
treating infected flocks with chlortetracycline according to USDA regulations before 
slaughter may reduce worker exposure to this agent. Nevertheless, birds can remain 
asymptomatically infected after treatment (4) and can transmit infection at slaughter 
to humans 


As a result of the North Carolina outbreak, the management of plant A initiated an 
ongoing program of increased flock surveillance for ill turkeys. A short-term program 
of culturing flocks raised on open land for Chlamydia species and necropsy of any 
dead birds was also initiated. When chlamydial infection was detected, the implicated 
flocks were treated with chlortetracycline according to USDA regulations, and plant A 
employees were strongly encouraged to wear paper face masks when these flocks 
were processed 

The use of respiratory protection approved by the Mine Safety and Health 
Administration and by CDC’s National Institute for Occupational Safety and Health 
(NIOSH) may further reduce the inhalation risk of exposure to infectious Chlamydia 
aerosols (5,6). However, no research-based information exists on which to recom- 
mend an appropriate class of respirator. 
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Notices to Readers 


Clarification: Vol. 39, No. RR-7 


After publication of the MMWR Recommendations and Reports entitled Preven- 
tion and Control of Influenza: Recommendations of the Immunization Practices 
Advisory Committee (ACIP) (1), Table 1 was modified to clarify that, as in previous 
years, only split-virus vaccines should be given to children <12 years of age. The 
change from previous ACIP recommendations is that children 9-12 years of age may 
receive one dose of vaccine rather than the previously recommended two doses. 
Reference 


1. ACIP. Prevention and control of influenza: recommendations of the Immunization Practices 
Advisory Committee (ACIP). MMWR 1990;39(no. RR-7):4 


TABLE 1. Influenza vaccine* dosage, by patient age — United States, 1990-97 season 





Age group Product’ Dosage No. doses Route*® 
6-35 mos Split virus only 0.25 mL 1or2 IM 
3-8 yrs Split virus only 0.50 mL 1 or 2° IM 
9-12 yrs Split virus only 0.50 mL 1 IM 
12 yrs Whole or split virus 0.50 mL 1 IM 


*Contains 15 wg each of A/Taiwan/1/86-like (H1N1), A/Shanghai/16/89(H3N2), and B/Yamagata 
16/88-like hemagglutinin antigens in each 0.5 mL. Manufacturers include: Connaught Labora- 
tories, Inc. (distributed by E.R. Squibb & Sons, Inc.) (Fluzone® whole or split); Evans Medical 
Ltd.-Lederle Laboratories (distributed by Lederle Laboratories) (Fiu-imune® purified surface 
antigen vaccine); Parke-Davis (Fluogen® split); and Wyeth-Ayerst Laboratories (Influenza Virus 
Vaccine, Trivalent® split). For further product information call Connaught, (800) 822-2463; 
Lederle, (800) 533-3753; Parke-Davis, (800) 223-0432; Wyeth-Ayerst, (800) 950-5099. 

"Because of the lower potential for causing febrile reactions, only split-virus vaccines should be 
used in children. They may be labeled as “split,” “subvirion,” or “purified-surface-antigen” 
vaccine. Immunogenicity and side effects of split- and whole-virus vaccines are similar in adults 
when vaccines are used at the recommended dosage 

‘The recommended site of vaccination is the deltoid muscle for adults and older children. The 
preferred site for infants and young children is the anterolateral aspect of the thigh 

“Two doses are recommended for children <9 years of age who are receiving influenza vaccine 
for the first time 
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Rabies and Rickettsial Diseases Hotline 


CDC’s Viral and Rickettsial Zoonoses Branch, Division of Viral and Rickettsial 
Diseases, Center for Infectious Diseases, now has a 24-hour-a-day automated tele- 
phone system that provides information to the public on rabies, Rocky Mountain 
spotted fever, and human ehrlichiosis. Menu options include information on animal 
and tick bites, requests for written information, rabies prevention recommendations 
for international travelers, and the procedure for reporting rabies vaccine reactions. 
To access this information, call the CDC Information Hotline at (404) 332-4555. 
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